cCHUBB Chubb European Group Limited

Travel Insurance Claims
OSG, Merrion Hall,
Strand Road,
Sandymount, Dublin 4

T: 1800719420 or
+353 (0)14401757

Claim form
Medical expenses

Please writeinblack ink and use block capitalletters.
All sections mustbe completed or marked ‘notapplicable’.
Com plete the checklistand ensurethatyou sign the declaration attheend of this form.

Policy number

Main Policyholder details

Title Firstname Lastname
Email address Date of Birth (DD/MM/YY)
Full address
Postcode
Contact no. (day) Contact no. (eve)

For security purposes please provide a password which will be required toaccess your claim information
This is for additional security and you may be asked for itwhen calling Chubb.

Insured persons details

Iintendtoclaim
Date of Birth Relationship to on behalfof: (v')
Full name (DD/MM/YY) main policy holder where applicable




Accident/Sickness details (Please provide a copy of your original itinerary /travel documentsif available)

Type of travel: Business: I:' Holiday: I:' Date of trip

Please give exact date and time when injured or taken ill: Date: Place:

Was a European Health Insurance Card (EHIC) used? Yes:|:|
If YES please provide details

If acci dent please state fully:-

a) Where the accident occurred:

b) How the accident occurred:

¢) The injuries sustained:

If illness please statefull details of your illness

Have you/the claimant ever suffered from this illness before? Yes: I:'
If Yes, please give details with relavant days

Please statewhether you /the claimant were in hospital Yes: I:'
If yes please sate dates of hospitalisation:: Admitted Discharged

Have you/the claimant previously claimed under this or a similar policy?

If Yes, please give details

Areyou/the claimant covered under any group private medical schemeie QUINN/VHI or any similar scheme

Yes:|:|

Yes: I:'

If Y es please give name, address and reference number of the company concerned

If Y es please give name, address and reference number of the company concerned

Please give name and address of General Practitioner in the Republic of Ireland

No: |:|

No: I:'

No: I:'
No:|:|

Please also provide us wi th a letter from your/the cl aimants attendingdoctor confirming it was in order for y ou to travel.



Details of Expense

All accounts, bills, receipts, medical certificates,booking invoices, any correspondence and any other documentsrelative to this claim
should be forwarded tothe company

. Nature of [Name & Address of Doctor or Cu.rren 4 Amount Paid:
Claimantname . being
expense Hospital attended daimed € -)

Total €



Payee’sbankdetails

If we approve your claim, we can credit the money direct toyour bank account. This method is quicker,safer and more reliable than
paymentby cheque. If you would like ustodothis, please complete the following: -

Nameof your Bank/Building Society: Bank sort code
Address:
IBAN:
BIC:
Accountnumber:
Nameof accountholder (s):
Postcode:
Data protection

Protectingyour privacyisvery importantto Chubb European Group Limited ("Chubb"). Any information thatyou or your medical
representative providesin the claim form and/or Doctor’s Statementis “sensitive data” as defined by the Data Protection Acts of 1988
and 2003. Sensitive dataincludes any information about your physical and mental health. We require your consent before we can
process this or any other such sensitive datathatyou may have already provided us with or maydosoin the future.

In order to administer your claim, this information will be used by Chubb and its group companies. It may be held in computer and
or in manual files for administration, and riskassessment purposes. We may disclose your personal data and sensitive datato, and
may request information from otherinsurance companies and private investigators for underwriting, claims handling and fraud
prevention purposes.

By returning thisform, you consent toour processingyour sensitive personal data for the above purposes. You alsoconsenttoour
transferring your information to countries which donot provide the samelevel of data protection as Ireland, ifnecessary for the above
purposes. If we do make such a transfer we will,if appropriate put a contract in place toensure yourinformation is protect ed. Guidelines
for sharingof informationin this regard are contained in a Code of Practice on Data Protection for the Insurance Sector which has been
approved by the Data Protection Commissioner.

Where you have provided information about another person,you confirm that they h ave appointed you toact for them, toconsent tothe
processing of their personal data, including sensitive data, tothe transfer of their information abroad and toreceive on their behalfany

data protection notices.

Declaration

I declarethat all the information givenistothebest of my knowledge and belief, full true and correct.

I give permission for any Medical Practitioner, Law EnforcementAgency or Statutory/Regulatory Authority mentioned with respect to
this claim, torelease information regarding my records.

Signed:
Name: Date:

Checklist

Please ensure:

I:' Y ou havecom pleted all questions on this claimform included anymarked ‘N/A’
I:' You haveenclosed allrequested i nformation /documentation
I:' Y ou havesigned the declaration section

Failure todoso will result in a delay in handling your claim

Chubb. Insured.

Chubb European Group Limited trading as Chubb, Chubb Bermuda International and Combined Insurance, is authorised and regulated by the Prudential Regulation
Authority in the United Kingdom and is regulated by the Central Bank of Ireland for conduct of business rules. Registered in Ireland No. 904967 at 5 George's Dock,
Dublin 1. Chubb European Group Limited (company number 1112892) is registered in England and Wales with registered offices at 100 Leadenhall Street, London
EC3A 3BP.
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